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Disease Reporting in Virginia*
Introduction

On July 1, 1993, Amendment 5 of the
Regulations for Disease Reporting and
Control went into effect. A copy of the
regulations will be mailed by September to
every physician, hospital administrator and
infection control practitioner, nursing
home administrator, and laboratory direc-
tor. This issue of the Virginia Epidemiol-
ogy Bulletin is devoted to disease surveil-
lance, its purposes, procedures, and effects.

Purposes of Surveillance

Disease surveillance involves the col-
lection of pertinent data, the tabulation and
evaluation of the data, and the dissemina-
tion of the information to all who need to
know.! This process is a very important
aspectofpublichealthbemusethcpurqojsc
of surveillance is to reduce morbidity.

The immediate use of surveillance data
isfordismsecomml;thelong-tcrmuscig
to assess trends and patterns in morbidity.
According to Thacker and Berkelman,'
"no public health surveillance system is
complete without being linked to action.”
Surveillance data are used to implement
and evaluate disease control measures, de-
tect outbreaks, document disease transmis-
sion, quantify morbidity and estimate
trends, identify risk factors for discase ac-
quisition, and facilitate research.

Diseases must first be diagnosed and
reported to the health department before
case investigations and disease control can
occur. Physicians and other health care
pmvidets,llmffme,mkeytoﬁumweil-
lance process.” Those who report can also
benefit because they will be notified when
the health department detects unusual dis-
ease patterns occurring in the community,
thus raising the index of suspicion when

individuals present with compatible symp-
toms and fam]gtatmg more rapid diagnosis
and treatment.

Technical Guidelines for Dis-
ease Reporting in Virginia

Legal Authority

Title 32.1, Chapter 2 of the Code of
Virginia is entitled “‘Disease Prevention
and Control.” Article 1 of that chapter
charges the Board of Health to promulgate
a list of diseases that are required to be
reported. The Board meets this require-
ment by promulgating the Regulations for
Disease Reporting and Control.

Who is Required to Report

All physicians, directors of medical care
facilities, and directors of laboratories must
report persons diagnosed with any of the
notifiable diseases to the local health de-

partment serving the city or county in
which the practice, facility, or laboratory is

located. Persons in charge of schools are
required to report outbreaks.

What Diseases are Reportable

Reportable diseases are listed in Table
1. Physicians and directors of medical care
facilities are required to report all condi-
tions on this list. Additionally, any unusual
outbreaks or clusters of illness which may
be of public health concemn should be re-
ported.

Laboratory directors are responsible for
reporting the conditions contained in Table
2. If laboratory tests indicate the presence
of the diseases in Table 2, using the labo-
ratory method(s) noted, or any other con-
firmatory test, the results should be re-
ported.

According to the regulations, cancer
and memory loss disorders must also be
reported. Cancer is reported by hospitals
only (either by the hospital cancer registrar
or medical records personnel) and inde-
pendent pathology laboratories. Memory
loss disorders are reported from a variety



of sources, including physicians, hospital
medical records staff, nursing home staff,
public agencies, and others.

How to Report

A major change that goes into effect
July 1 is the reporting form that is being
used for reporting morbidity to the health
department (see box). The form is called
an "Epi-1" and replaces all forms pre-
viously used for reporting communicable
diseases (i.e., CD-24, CD-24.1,CD-24.2,
CD-24.3, VD35C, VD36). The Epi-1
form should be used by physicians, direc-
tors of medical care facilities, and labora-
tories (continue to use the old forms until
the new ones are distributed later this
summer). Physicians and facility direc-
tors may also choose to report on a com-
puter-generated facsimile of the Epi-1 or
a Centers for Disecase Control and Pre-

vention (CDC) surveillance form, if one
is available. Laboratories may report on
their own form if it includes all necessary
information.

Fields on the form that are shaded in
gray represent the minimal information
that should be provided to the health de-
partment. Additional information that is
available at the time of reporting may also
be provided and would be very beneficial
to the health Forms should
be submitted to the health department
within seven days.

Certain diseases are required to be re-
ported by the most rapid means available,
eg., telephone or facsimile. These dis-
eases are listed in Table 3. Diseases ap-
pear on this list if they have the potential

for greater harm or if an intervention is

Virginia Department of Health

Office of Epidemiology
Confidential Morbidity Report

Telephone Numbers:
Home ( ) -
Work (

SN

Date of Birth:

Case Status

O Confirmed
O Suspected
Date of Diagnosis: |Influenza: (Report # and type only. No patient identification).
Number of Cases: Type, if known:
Phone: ( ) -
Address:
Hospital Admission? [Yes O No Hospital Name:
Date of Admission: Chart ID No.:

Laboratory Information and Results
Date Collected:

Source of Specimen:

Laboratory Test:

Results:

Name/Address of Lab:

Other Information

Comments: (Risk Situation [Foodhandling, Patient Care, Day Care], STD/HIV Treatment, Inmunization Status,
Signs/Symptoms, Date of Death, Exposure, Social Security Number, etc.)

Date Received:

For Health Department Use:

Shaded fields indicate minimum information necessary (ignore for reports of influenza). Form Epi-1, 1983
Mail the top two copies to your local health department. Retain the third copy for your files. Thank you.

; : i T R T to protect it, and what the ramifications
mmwmmﬂwm bem '; Confidentiality and Liability would bo of abeeach of Confiltielie:
ported rapidly. The health department is required by Confidential information may only be
The Statewide Alzheimer’s Diseaseand 18V to protect the confidentiality of the released in the absence of patient permis-
Related Disorders Registry has a separate  information reccived. Patient and physi-  sionif the Commissioner of Health person-
form that is used for disease reporting (see cian identities are kept anonymous. Noin-  ally approves the release for a research
related article, pS). fpnnahontlntmaylead_tothendmﬂﬁgn— study. The Commissioner only approves
tion of an individual patient or physician  bona fide research studies in which the
may be released to the public. Health de-  researcher assures that the confidentiality
partment employees are trained on the is-  of the information will be strictly main-
sues of confidentiality, what it means, how  tained.
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Persons making reports according to the
requirements of the regulations are im-
mune from liability for so reporting.

What the Health Department Does
with Reports

The most important immediate re-
sponse to a report is for the health depart-
ment to assess whether public health action
may be necessary to interrupt the spread of
disease. Examples of interventions that
may be appropriate include providing pro-
phylaxis or testing of contacts of persons
withcertain diseases (eg., hepatitis A, men-
i meningitis, sexually transmit-
ted diseases, tuberculosis), removing a
child from a day care situation, removing a
foodhandler from a restaurant, or simply
providing education or counseling about
disease transmission and risky behaviors.
All interventions follow Jntionally recog-
nized recommendations.

Health departments also use morbidity
reports to assess the risk of disease in the
community, Patterns of disease occurrence
are noted by looking at populations af-
fected by each disease and comparing the
number of cases occurring within a given
time period with other time periods for the
same geographic area. OQutbreaks may be
identified by compiling information from
morbidity reports.

Local health departments determine if
the patient reported to them is a resident of
their jurisdiction. If not, the report is for-
warded to the health district in which the
patient resides. Morbidity is assigned
based on the usual place of residence of the
person with disase, regardless of where the
person was at the time of diagnosis. Offi-
cial morbidity reports are forwarded by
local health departments to the state health
department within one week of receiving
the report.

The state health department reviews
each report to determine if it meets a pre-
determined case definition. If so, the case
is counted as official morbidity. This proc-
ess ensures the consistency of morbidity
data across the state and over time. The
Office of Epidemiology compiles statistics
on statewide disease occurrence and dis-
seminates the data through the publication
of statistics in the Virginia Epidemiology
Bulletin and an anmal report of surveil-
lance data. Epidemiologists also review the

data to detect unusual of disease
occurrence and report unusual findings
back to the local health The

_ department.

Office of Epidemiology is responsible for
notifying other states of situations that may
affect their residents and for reporting
weekly to the Centers for Disease Control
and Prevention (CDC).

Upon receiving reports of certain dis-
eases, the local or state health department

the reporting physician or request a dis-
charge summary from the hospital. These
requests for additional information are
made to help define the epidemiology of
selected discases.

What Providers Can Do to Facili-
tate Disease Control

Reporting disease is the first step in
controlling the spread of disease. Routine
reporting in a timely manner is very impor-
tant to disease intervention. Failure to re-
port may lead to an increase in the number
of cases of a disease that occur in the popu-
lation.

The patient’s name, address, and demo-
graphic data should be supplied to the labo-
ratory with all specimens so that laboratory
directors can report complete and accurate
information necessary for appropriate pub-
lic health follow-up.

Providers can also help control disease

may mail a follow-up surveillance formto by thinking of their patients in the context
( L] - - -
Table 1. Reportable Diseases in Virginia
Listeriosis
Acquired immunodeficiency syndrome Lyme disease
Amebiasis Lymphogranuloma venereum
Anthrax Malaria
Arboviral infection Measles (Rubeola)
Aseptic meningitis Meningococcal infection
Bacterial meningitis (specify etiology) Mumps
Botulism Nosocomial outbreak
Brucellosis Occupational illness
Campylobacter infection Ophthalmia neonatorum
Chancroid Pertussis (Whooping cough)
Chickenpox Phenylketonuria (PKU)
Chlamydia trachomatis infection Plague
Congenital rubella syndrome Poliomyelitis
Diphtheria Psittacosis
Encephalitis Q fever
- primary (specify etiology) Rabies in animals
- post-infectious Rabies in man
Foodborne outbreak Rabies treatment, post-€xposure
Giardiasis Reye syndrome
Gonorrhea Rocky Mountain spotted fever
Granuloma inguinale Rubella (German measles)
Haemophilus influenzae infection, inva  Salmonellosis
Hepatitis Smallpox
-A Syphilis
-B Tetanus
- Non-A Non-B Toxic shock syndrome
- Unspecified Toxic substance related illness
Histoplasmosis Trichinosis
Human immunodeficiency virus (HIV) in  Tuberculosis
fection Tularemia
Influenza Typhoid fever
Kawasaki syndrome Typhus, flea-borne
Lead — elevated levels in children Vibrio infection, including cholera
Legionellosis Waterbome outbreak
Leprosy Yellow fever
L FoRoss J




Table 2. Conditions
Reportable by Directors
of Laboratories

Anthrax - by culture
Campylobacter infections - by
culture
Chlamydia trachomatis infec-
tions - by culture or antigen de-
tection methods
Cholera - by culture
Diphtheria - by culture
Gonococcal infections - by cul-
ture or microscopic examination
Haemophilus influenzae infec-
tions - by culture or antigen de-
tection assay of blood or cerebro-
spinal fluid
Hepatitis A - by serology specific
for IgM antibodies
(HIV) infection - by positive
blood tests for HIV antibodies as
demonstrated by at least two en-
zyme-linked immunosorbent as-
says (done in duplicate at the
same time or singly at different
times), and a supplemental test
such as the western blot
Influenza - by culture or serology
Lead - elevated levels in children
- venous blood lead level greater
than or equal to 15 pg/dl in chil-
dren age 0-15
Legionellosis - by culture or se-
rology
Listeriosis - by culture
Malaria - by microscopic exami-
nation
Meningococcal infections - by
culture of blood or cerebrospinal
fluid
Mycobacterial diseases - by cul-
ture
Pertussis - by culture or direct
fluorescent antibody test
Plague - by culture or direct fluo-
rescent antibody test
Poliomyelitis - by culture or se-
rology
Rabies in animals - by micro-
scopic or immunologic examina-
tion
Salmonella infections - by cul-
ture

Shigella infections - by culture
¢ Trichinosis - by microscopic ex-
amination of a muscle biopsy

of their families and communities. This
includes asking about close contacts, occu-
pations, high risk situations (eg., house-
hold contacts of a patient with TB, daycare
contacts of a patient with H. flu meningitis,
shigellosis in a health care worker or food-
handler) in which further transmission of
tion, when known, to the health department
would help accelerate the disease control
process.

How the Health Department Can
Help Providers

The health department is available to
discuss and implement disease control
measures. Staff can assist local providers
with public health follow-up of individuals
with disease and their contacts and with
investigation of unusual outbreaks or clus-
ters of disease. The health department pro-
vides feedback to physicians and other care
providers about current disease trends, es-
pecially outbreaks. This information may
be useful in heightening the index of sus-
picion for a particular infectious disease
and help guide the diagnostic work of com-
mon presenting symptoms like diarrhea.
We can also provide, on request, specific
disease statistics to providers, the media,
and the general public.

What is New in Amendment 5 of
the Regulations

Elevated lead levels inchildren (defined
as venous blood lead levels of 15 pg/dl or
higher in children age 0-15) was added to
the list of reportable conditions; a new
form for reporting morbidity was insti-
tuted; E. coli O157:H7 was added to con-
ditions constituting a foodborne outbreak;
and other minor changes were made to

bring the regulations in compliance with
recent changes to the Code of Virginia.

Common MYTHS about Sur-
veillance

Myth #1. I don’t need to report be-
cause someone else will.

While multiple health care profession-
als are responsible for reporting the same
information, the health department does
not receive very many duplicate reports.
Computer systems are in place to weed out
duplicate reports. Therefore, if all who are

July, 1993
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(" Shigellosis Reports Continue to Increase

From January through June, 250 cases of shigellosis have been reported in Virginia,
compared with 91 cases reported for the same time period in 1992. The increase is
occurring primarily in the central and eastern regions of the Commonwealth. An article
describing the epidemiology and control of shigellosis appeared in the May issue of

the Bulletin,
Shigellosis by Region, Virginia,
Jan-Jun, 1992 vs. 1993
pad M 1992
100 + O 1993
®
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required to report complied with the regu-  sumptive diagnosis. This gives the health
lations, an overinflation of morbidity sta-  department an opportunity to assess the
tistics would be avoided. need for control measures to minimize the

Myth #2. The health department
does not need to know the names
of persons with disease.

For many diseases, the health depart-
ment needs to contact the patient, his fam-
ily, or other close contacts to provide health
education or institute discase control meas-
ures in order to interrupt the disease trans-
mission cycle. Names are also useful for
identifying duplicate reports received on
the same individual. The identities of pa-
tients and physicians are kept strictly con-
fidential by the health department, as re-
quired by law.

Myth #3. The health department
does not do anything with the infor-
mation they receive.

Morbidity reports contain very impor-
tant information on which the health de-

acts. Each case is assessed to

determine what discase control measures
can be put in place to stop the spread of
disease. Compiling statistics from case re-
ports received is useful in determining pat-
terns of disease in a community so that
disease control activities can be planned
and evaluated.

Myth #4. I should not report until
the diagnosis is confirmed.

The regulations require physicians to
report “any person who is suffering from
or who is suspected of having a reportable
disease...”” Some diseases, notably tuber-
culosis, should be reported based on a pre-

Epidemiology Bulletin

risk to the public.

Myth #5. Only conditions listed on
the reportable disease list should
be reported to the health depart-
ment.

Any circumstance in which an individ-
ual or group experiences an illness deemed
to be of public health significance should
be reported to the health department.

Myth #6. Diseases which occur in
military personnel or their depend-
ents should not be reported.

All cases of reportable diseases diag-
nosed in Virginia should be reported. No-
tifying the health department of a report-
able disease, whether the person is in the
military or civilian population, is vital to
our disease control efforts.

For More Information...

For more information on disease report-
ing and control, please contact your local
health department or the Office of
Epidemiology (P.O. Box 2448, Richmond,
VA. 23218, telephone (804) 786-6261).
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Cases of Selected Notifiable Diseases, Virginia, June 1 throu gh June 30, 1993.*

Disease State. NW N SwW C E This Yr Last Yr SYrAvg
AIDS 79 5 18 3 24 29 901 324 278
Campylobacteriosis 9% 29 11 =t 5y = 1D 241 267 238
Gonorrheat 868 - - - - - 5681 9041 8049
Hepatitis A 6 0 4 0 1 1 67 54 134
Hepatitis B 11 2 3 5 1 0 76 92 119
Hepatitis NANB 1 1 0 0 0 0 20 20 26
Influenza 2 0 0 2 0 0 927 122 1155
Kawasaki Syndrome 0 0 0 0 0 0 13 10 12
Legionellosis 0 0 0 0 0 0 2 10 6
Lyme Disease 9 2 3 1 3 0 25 24 26
Measles 0 0 0 0 0 0 1 11 51
Meningitis, Aseptic 8 0 5 1 0 2 81 87 82
Meningitis, Bacterial} 6 0 1 1 2 2 49 71 81
Meningococcal Infections 6 5 0 0 1 0 25 36 31
Mumps 2 0 0o o0 0 2 16 33 60
Pertussis 4 3 1 0 0 0 13 4 10
Rabies in Animals 34 15 5 6 5 3 189 151 146
Reye Syndrome 0 0 0 0 0 0 0 0 1
Rocky Mountain Spotted Fever 1 0 1 0 0 0 2 1 3 -
Rubella 0 0 4 0. G 0 0 2 -
Salmonellosis 67 12 0 PR (T by e () 365 362 470
Shigellosis 75 1 4 }* 52 17 232 85 153
Syphilis (1° & 2°)¢ 56 0 3 3 8 42 304 395 370
Tuberculosis . 53 6 9 g 11 18 229 145 177

Localities Reporting Animal Rabies: Albermarle 1 raccoon, 1 skunk; Arlington 1 raccoon; Augusta 1 skunk; Bath 1 raccoon; Chesterfield 1 raccoon;
Clarke 1 cow; Cumberland 1 raccoon; Fauquier 1 raccoon; Floyd 1 raccoon; Franklin 1 raccoon; King William 1 groundhog; Loudoun 4 raccoons;
Montgomery 1 skunk; Orange 1 raccoon; Page 1 raccoon; Prince George 2 raccoons; Pulaski 2 raccoons; Richmond City 1 bat, Roanoke City 1 raccoon;
Rockbridge 1 raccoon; Rockingham 1 dog, 2 raccoons, 1 skunk; Stafford 1 raccoon; Virginia Beach 1 cat, 1 raccoon; Warren 1 raccoon.

Occupational Illnesses: Asbestosis 16; Carpal Tunnel Syndrome 86; Coal Workers’ Pneumoconiosis 16; Loss of Hearing 16; Repetitive Motion Disorder
6, Silicosis 2.

*Data for 1993 are provisional.
1Total now includes military cases to make the data consistent with reports of the other diseases.
$Other than meningococcal.
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